Our country is signatory to the Alma Ata Declaration which envisages health for all by the year 2000 as the ultimate goal and primary health care as an approach. This seemingly simple and straight forward statement is a tremendous venture in the field of health care ard is breath taking in its scope. 'Health' has been defined not as merely absence of disease but as a state of positive well being, physical., mental and social. Mental health, therefore, forms an essential part of total health and as such must form an integral pait of the national health policy. The emphasis in health care would follow the principles of Primary Health Care as mentioned in the Alma Ata Declaration and which aims at deprofessionalizing and decentralizing health care. The extensive need of such a programme was felt over decades by various health workers, medical profession in general and psychiatrists in particular. We had been pleading that the Government should incorporate the mental health care delivery system with general health care since it was the most neglected and uncared for area in our domain.
We are well aware that mental health in the past, was a relatively neglected area in the national and state health planning, perhaps due to the following misconceptions :-(a) prevalence of mental illness is low in our country as compared to the western countries; (b) mental illnesses are not serious conditions;
(c) no effective treatments are available;
(d) mental illness once acquired is a life long illness; and (e) only psychiatrists can treat a case of mental illness.
PSYCHIATRIC UNITS IN GENERAL HOSPITAL
We are in midst of a historical change, but it <s difficult to appreciate full impact of it. The emergence of psychiatric units in general hospitals is one such example in the field of psychiatry in India. Till the time of independence in 1947, it was not only psychiatric patients but in a way psychiatry itself was locked up in the mental hospitals. Patients with psychotic disorders were not provided treatment in general health facilities. The neurotic patients were largely diagnosed and treated as somatic illnesses by the physicians and surgeons. However, the initial experiments in general hospital psychiatry began from Calcutta. Dr. there are large number of mental hospitals wh ; ch are looking after the needs of community with their extensive inpatient and outpatient services. These units mostly deal with neuroses and psychosomatic illnesses, while most of the acute psychiatric emergencies or chronic psychotics are quickly shifted to the area of mental hospitals. In our country, on the other hand, there are no mental hospitals to support these general hospital psychiatric units. As a result these units have to handle all kind of psychiatric problems. Often the nearest mental hospital to a General Hospital Psychiatric Unit is far away in India. Besides, the majority of the existing mental hospitals are overcrowded and the facilities are far from idial. In such circumstances how could a psychiatrist in such units refuse help to a needy patient ? As a result, these units are handling most of the acute psychiatric emergencies which previously were the domain of mental hospitals.
The presently, available mental health facilities in India include 20,000 beds in 42 mental hospitals and 1200 to 1500 psychiatric beds in general and teaching hospitals. For an estimated population of 680 million, there is one psychiatric bed per 32,500 population. Moreover, it is safe to assume that at least 50% of these beds are occupied by long stay patients adding to the shortage of 'active treatment beds'. The general hospital psychiatric units and mental hospitals operate out-patient clinics. The number of specialized inpatients and outpatient facilities for children is insignificant. Self help groups of parents with mentally retarded children exist in few cities only. To sum up, using the most conservative estimates, the number ot individuals in n;ed of some mental health care at any given point in time would be :-(a) adults with a mental disorder of one of the various types -4 million (b) Children with mental retardation, behaviour or emotional problems -2.8 million
Total -6.8 million
The present capacity is totally insufficient to meet the needs of 6.8 million severely disordered patients. The actual capacity in India perhaps meets 11 % only of the needs of the severely disordered. In view of the strong concentration of the services and facilities in the cities, very little indeed of these 11 % is left for the rural population. Therefore, it is quite obvious from these data and estimates that an extension of the present system of care alone will not be able to ensure a significant contribution to the goal of Health for All by the year 2000.
ANALYSIS OF PRESENT SITUATION
Contrary to the popularly held belief, mental illness is widely prevalent in our country and the prevalence is certainly not less than what is reported in the western countries. Furthermore, the figures in India are as high in rural as in the urban areas. Mental illness causes immense suffering to the affected individual and his surroundings, although this suffering may not be highly visible. Mental illness is responsible for 20 to 25% of all disabilities in the community. The Indian research scientists have brought out enough evidence that at least 10 to 20 per thousand suffer from severe mental disorder at any given time (Point Prevalence) i. e. 10 million and at least 2 lo 3 times that number suffer from other forms of distressing and socio-economically incapacitating emotional disorders (i. e. 20-30 million). It has also been shown that 15 to 20% of the people who visit general health services such as medical outpatient department or of private practitioner or a primary health care cntre have irfact emotional problems appearing as physical symptoms. The number of new cases (i. e. incidence) of serious mental disorders which become manifest each year can be estimated to b« approximately 50 per one lac population i. e. about 3,50,000 in our country. Mental Retardation is estimated at 0.5 to 1% of all children, while Drug Dependence Rates reveal a disturbing rising tiend.
The main burden of psychiatric morbidity in the adult population consists of Acute mental disorders of varying aetiology (such as Acute Psychoses-schizophrenic or affective type, paranoid reactions, psychoses due to organic basis like malaria, typhoid or meningiti 3 ,Epileptic psychoses or Alcoholic Psychoses), Chronic or frequently recurring mental illnesses (such as few schizophrenics, Periodic affective psychoses, Epileptic psychoses and Dementia etc.), Emotional illnesses (such as anxiety, hysteria, neurotic depression). Alcohol Abuse and Drug Dependence. With the methods for treatment and prevention available, the chronicity and disability can be avoided in about 80% of the cases. Reliable separate data on psychiatric disturbances among children especially Learning and Behaviour Problems in school children do not seem to be available. However, there is evidence that their number is in the order of 1-2% of children. Similarly, psychiatric problems among elderly in the large urban areas are assuming importance due to weakening of the traditional family structure and social support systems. It may be pointed out that suffering due to mental illness often is not confined to the socially and or economically strained individual, but it may cause severe social dysfunction of entire families. Moreover, urbanisation, industrialization, uprooting of the families and increased stresses and strains of every day life are causing an increasing incidence of mental problems, which will pose additional strain on the health services of the country, especially if health workers are not trained to manage these problems adequately.
After major discoveries in the field of psychotropic drugs, physical methods of treatment, psychotherapy and other behaviour modification techniques simple, effective and cheap methods of treatment are now available for a large number of serious and disabling mental disorders. Further, it has been proved in many countries including India that effective treatment can be delivered for a certain range of disorders without relying on doctors or psychiatrists.
A word about manpower in existing mental health services. The manpower includes approximately 900 qualified psychiatrists working in hospitals and having private practice, 400 to 500 psychologists, 200 to 300 psychiatric social workers and about 200 psychiatric nurses. Of the 108 recognised medical colleges, only o0% have an academic department of psychiatry. There are only two dozen centres for postgraduate training in psychiatry with a total output of about 100 psychiatrists per year. So it is evident from above data that psychiatric and parapsychiattic services in India are woefrlly inadequate. The problem is aggravated by the unequal distribution of psychiatrists with majority of them being concentrated in the urban areas. Hence, even with an increased rate of training of specialized staff, there is little hope to reach substantial portions of the rural population within the next two decades without major changes in the approach In pursuit of the goal of health for all by the year 2000 and in full accord with the National Health Policy of India, it is now possible to ensure minimum mer'tal health care to all at a reasonable cost. With the help of the Government of India and the WHO, a series of meetings were arranged with specialists in the field of mental health as well as experts in education, social welfare, law, labour and leaders engaged in various rational developmental programmes. As a result of these meetings, a proposal for national mental health programme for the country has been formulated. This programme has been designed keeping in view the magnitude of mental health problem in the country, existing sources both human and mateiial, advances in the mental health technology particularly in the field of delivery of health care to the people in the rural areas and outcome of research studies in various fields. Under this programme, it is envisaged that atleast 200 million people particularly belonging to the socially and economically backward areas of the country are likely to benefit. The implementation of such a plan will, however, be possible through dedicated endeavours by a vast number of health workers of all levels.
STRATEGIC OPTIONS
In view of the gross disparities between need and available services, there are two options which are not the alternatives but are complimentary to each other. The first option would be to direct available resources to the establishment and strengthening of psychiatric units in all district hospitals. These units would become foci of an expanding mental health services through outpatient clinics and mobile teams. The approach would be directed from the centie to periphery. In contrast, the second option would be to train an increasing number of health workers in basic psychiatric and mental health skills. There would be a functional infrastructure before completing a physical infrastructure. The approach would be directed from the periphery to the centre.
As mentioned above, these two strategic options are complimentary and will allow a private sector of mental health care to continue, but in the second option, the emphasis of the public sector will be primarily directed towards the poor and under-privileged. Hence, there will be no competition with the private sector nor will there be competition with psychiatric services and facilities existing in the cities.
Most mental health facilities in India actually function as passive recipients of patients. They become operational only when coping mechanisms in the community fail. The instructions have little knowledge and hardly any impact on these coping mechanisms. It is essential that the role of all mental health institutions becomes more active in concerning themselves with the social mechanisms involved in the survival of those who are mentally ill in the community as well as their rejection into a mental hospital.
This outreach into the social mechanisms of coping and despair surrounding mental illness appears feasible in the context of this plan.
OBJECTIVES
The National Mental Health Plan has been formulated with the following aims :-1. to ensure availability and accessibility of minimum mental health care for all in the near future, particularly to the most vulnearable and under-privileged sections of the population.
2. to encourage application of mental health knowledge in general health care and in social development.
3. to promote community participation in the mental health service development and to stimulate efforts towards self help in the community.
APPROACHES AND OUTLINE OF PLAN
In order to achieve the above objectives, the National Mental Health Plan has been designed to have the following approaches:-1. integration of the mental health care service with the existing general health services; 2. to utilize the existing infrastructure of health services and also to deliver the minimum mental health care service; 3. to provide appropriate task oriented training to the existing health staff; <t. to link mental health services with the existing community development programme.
The programme will have three components namely treatment, rehabilitation and prevention of illness and promotion of 'positive mental health*.
(a) The treatment programme has been planned keeping the primary health care approach as the sheet anchor. At the same time, it consists of the creation of an appropriate referral system of various levels. It is proposed that the specialised psychiatric services should be made available at the district level. The other major responsibility for the health personnel at the district level would be to provide training and supervision to the workers at the primary health centre level. The mental hospitals, medical colleges, teaching institutions and mental institutes shall also be linked together into the national grid for the mental health care particularly in the field of education and research.
(b) The rehabilitation sub-programme will develop services for the rehabilitation of the chronically disabled, both due to mental illness as well as mental retardation. This programme envisages linkage with the rehabilitation programme of other Ministries particularly the Ministries of Labour and Social Welfare.
(c) In the field of prevention and promotion, the subprogramme visualises counselling services for common mental health problems like alcohol and drug abuse, delinquency and genetically inherited mental illness.
National Mental Health Plan has set up certain targets and has detailed the involvement and importance of ministry of health at National and State level. Its coordination with general health care delivery system is essential to promote social welfare and awareness regarding mental health. It has also envisaged its legal implications and responsibilities with a plan to conduct continuous research for the evaluation of effectiveness of the programme.
CONCLUSION
The first draft of above National Mental Health Programme was prepared i'ii) Realising the importance of mental health in the course curriculae for various levels of health professionals, suitable action should be taken in consultation with the appropriate authorities to strengthen the Mental Health Education components.
While appreciating the efforts of the Central Government in pursuings legislative action on Mental Health Bill, the Joint conference expressed its earnestness to see that the bill takes a legal shape at the earliest. 
